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Development in Children at 2 Years 
of Age: Analysis of Data From an 
Intervention Cohort in Rural Pakistan
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Background: Maternal depression affects a high proportion of women during the 
antenatal and postnatal period in low- and middle-income countries. While maternal 
depression is recognized as a significant risk for poor early child development that warrants 
interventions, the effects of chronic maternal depression on children’s development are 
less understood.
Objective: To determine the association of chronicity of maternal depressive symptoms 
and early child development in a rural population in southern Pakistan.
Materials and Methods: This study employs data from the “Pakistan Early Child 
Development Scale-Up Trial,” a randomized controlled study that evaluated the integration 
of responsive stimulation and nutrition interventions in a community health service. In 
the present analysis, linear regression was used to test the effects of chronicity of high 
maternal depressive symptoms on children’s early development (n = 1205 mother-
infant dyads). Children’s development was assessed using the Bayley Scales of Infant 
and Toddler Development at 24 months of age. Maternal depressive symptoms were 
assessed at baseline and every 6 months using the Self-Reporting Questionnaire.
Results: No significant associations were observed between chronic maternal depressive 
symptoms and child cognitive, language, or motor development after adjusting for parental 
characteristics, the caregiving environment and socioeconomic variables. A negative 
significant association between chronicity of high maternal depressive symptoms and 
child socio-emotional development (β coefficient −2.57, 95% CI: −5.14; −0.04) was 
observed after adjusting for the selected variables.
Conclusions: The results suggest that interventions designed to promote early child 
development should also integrate repeat screening for depression and longer-term 
psychosocial support for mothers.
Keywords: maternal depression, chronicity, early child development, low- and middle-income countries, cognition, 
language, motor skills, socio-emotional development
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InTRODUCTIOn 
Maternal depression affects 15.6% and 19.8% of women during 
antenatal and postnatal periods respectively in low- and middle-
income countries (LMIC) (1). Low socioeconomic status (SES), 
inadequate support for mothers, stress, exposure to violence, and 
natural disasters may increase risks for depression, which might 
explain some differences in the higher reported prevalence of 
maternal depression in LMIC compared with high-income 
countries (1). Like many other LMIC, Pakistan has high reported 
rates of antenatal depressive symptoms ranging from 16.8% to 
55.9% (2, 3) and of postnatal depressive symptoms ranging from 
28.8% to 36% (4, 5). Several studies in Pakistan have investigated 
depression following child birth (6). In one study, chronicity of 
depression was assessed and found half of Pakistani mothers who 
were depressed in the third trimester of pregnancy continued to 
be depressed one year after giving birth (7).
Maternal depressive symptoms (e.g., distress, depressed 
mood, loss of interest, and enjoyment) are associated with 
poor child health, nutrition, and growth outcomes, which may 
be the result of poorer maternal sensitivity and responsiveness 
to her child’s needs as a result of depression (1, 8, and 9). A 
systematic review and meta-analyses of the effect of maternal 
depression or depressive symptoms on child growth in LMIC 
reported that maternal depression was associated with early 
childhood underweight and stunting compared with children 
whose mothers were not presenting depression or depressive 
symptoms (10). Specifically, in Pakistan, studies have reported an 
increased risk of underweight (11) and diarrhea episodes (12), 
and an increased risk of early cessation of exclusive breastfeeding 
(13) in infants of depressed mothers compared with infants of 
psychologically well mothers.
With respect to child development outcomes, a meta-
analysis of 14 studies from 10 countries reported an association 
between maternal depressive symptoms and lower cognitive 
scores in early infancy (14). In a study from the United 
Kingdom, children whose mothers had high depressive 
symptoms during the early postpartum period had higher 
levels of dysregulated infant behavior and lower cognitive 
scores compared with children with non-symptomatic mothers 
(15). In Canada, a study showed that maternal depressive 
symptoms increased risks of children having low receptive 
vocabulary and displaying inattention or physical aggression at 
4 to 5 years of age compared to children whose mothers had 
no depressive symptoms (16). Fewer studies from LMIC have 
investigated the relationship between maternal depression and 
child development. However, one study from Vietnam reported 
higher symptoms of common mental disorders (including 
depression and anxiety) in mothers during the third trimester 
of pregnancy were significantly associated with low scores for 
children’s motor development (17).
A key factor believed to moderate the effects of maternal 
depression on child outcomes is the chronicity of depressive 
symptoms (18). At present, only a few studies from high-income 
countries have examined the effects of the chronicity of maternal 
depressive symptoms on children’s health and development 
outcomes. The limited evidence suggests that young children 
exposed to more severe and chronic maternal depressive 
symptoms have greater health and development problems. For 
example, Prenoveau and colleagues found that chronic maternal 
depressive symptoms during the first two years postpartum 
(assessed at 3, 6, 10, 14, and 24 months) were related to poorer 
behavior and emotional negativity in children at 24 months of 
age (18). Similarly, Cents and colleagues modeled trajectories of 
maternal depressive symptoms during pregnancy through the 
first 36 months of life and identified that children of mothers with 
higher depressive symptoms had significantly more behavior 
problems than children of mothers with lower trajectories of 
depressive symptoms (19). Brennan and colleagues observed 
the severity and chronicity of maternal depressive symptoms 
assessed during pregnancy and again when the child was 6 
months old and 5 years old was significantly associated with 
child behavior problems (20). Cornish and colleagues reported 
that chronic maternal depression (assessed at 4, 12, and 15 
months postpartum) was associated with lower infant cognitive 
and psychomotor development at 15 months of age, while brief 
depressive symptoms did not significantly impact the child’s 
performance (21).
There is a need to evaluate the impact of chronic maternal 
depressive symptoms on child development outcomes in 
populations with greater risks of exposure to depressive 
symptoms. A number of other risk factors (e.g., fewer early 
learning opportunities) may further compound early development 
in such contexts. Understanding the contribution of these risks 
and their impacts on the developing child are critical to inform 
targeted intervention strategies to support parenting (22). The 
Pakistan Early Child Development Scale-Up Trial (PEDS-trial) 
was a pragmatic community-based cluster randomized factorial 
effectiveness trial evaluating the effects of early responsive 
stimulation intervention (with or without nutrition intervention) 
on child development in the first 2 years of life (23). The study 
found responsive stimulation (with or without nutrition) 
significantly benefitted children’s cognitive, language, and motor 
development as well as parenting knowledge and practices, and 
caregiver-child interactions (23, 24).
With respect to maternal depressive symptoms, the PEDS 
trial found that 29% of mothers had high depressive symptoms 
and 12% expressed suicide ideation at the time of enrolment 
(<2.5 months postpartum) (24). The combined responsive 
stimulation and nutrition intervention had a modest significant 
effect on decreasing maternal depressive symptoms over time. 
However, the impact of chronicity of maternal depressive 
symptoms on children’s development has not been reported. 
The objective of this study was to evaluate whether chronicity 
of maternal depressive symptoms affects child development at 
24 months of age.
MATERIAlS AnD METhODS
Study Design, Setting, and Population
This analysis employs data from the “Pakistan Early Child 
Development Scale Up (PEDS)” trial implemented in district 
in Sindh province, Pakistan. This is a predominantly rural 
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agricultural districts. Families are exposed to high levels of 
adversity. On average, the monthly household income was 
Pakistani Rupees 9826.60 (US$ 62.37 based on current exchange 
rates). One-third of households were food insecure. With respect 
to parental education, 68% of mother and 31% of fathers were 
illiterate. Childhood malnutrition was prevalent with 43% of 
children underweight and 61% of children stunted (short stature) 
by 24 months of age.
The PEDS trial was a cluster-randomized factorial 
effectiveness trial (23). A total of 1489 mother–infant dyads 
were enrolled at birth and 1391 mother-infant dyads were 
followed for 2 years (23). A birth cohort was recruited with 
their mothers from the study clusters. Births were identified 
by an independent surveillance team. Every infant born in 
the study area between April 1st 2009 and March 31st, 2010 
was eligible for enrolment. Inclusion criteria for enrolment 
were infants <2.5 months of age without signs of disability 
who were born and living in the study cluster. Ethical approval 
was granted by the Ethics Review Committee of the Aga Khan 
University. The PEDS trial was registered at www.clinicaltrials.
gov (NCT00715936).
This analytical sample included 1,205 mother-infants dyads. 
Criteria for inclusion were: (1) a completed child development 
assessment at 24 months; (2) the primary caregiver was the 
child’s biological mother; and (3) mothers had an assessment 
for depressive symptoms at all five-time points (baseline, 6, 
12, 18, and 24 months). The primary outcomes in this analyses 
was children’s cognitive, language, motor, and socio-emotional 
development at 24 months of age.
Outcome Assessment and Covariates
Child Development
The primary outcome of interest was early child development 
(ECD) measured by the Bayley Scales of Infant and Toddler 
Development, Third Edition (Bayley-III) when children were 
24 months old. A trained team of assessors collected data on 
children’s cognitive, language (receptive and expressive), motor 
(fine and gross), and socio-emotional development. Composite 
scores were reported and a higher score denotes better 
development. Inter-observer agreement was high for all domains 
of development (cognitive development: N = 84, R = 0.99, p < 
0.0001; receptive communication: N = 83, R = 0.97, p = 0.01; 
expressive communication: N = 84, R = 0.97, p = 0.001; social-
emotional: N = 81, R = 0.99, p < 0.001; fine motor development: 
N = 83, R = 0.97, p < 0.0001; gross motor: development N = 83, 
R = 0.95, p < 0.0001) (23).
Self-Report Questionnaire-20 (SRQ-20)
Maternal depressive symptoms were assessed using the Self-
Reporting Questionnaire (SRQ-20) (25). The SRQ-20 is a 
screening tool designed to measure neurotic symptoms and 
includes symptoms of anxiety as well as depressive symptoms or 
psychological distress. The SRQ-20 is not a diagnostic instrument; 
however, it has been used to screen for risk of clinical depression. 
The SRQ-20 comprises 20 questions each scored either 0 or 
1 to indicate whether an individual has not experienced the 
symptoms or has experienced the symptom in the past month. 
A higher score denotes an increasing number of depressive 
symptoms. In Pakistan, the validity and reliability for postnatal 
depression using an adapted version of the SRQ-20 has been 
reported, and a score ≥9 indicates risk of postnatal depression 
(26, 27). The validation and reliability work was conducted in 
a population in Punjab Pakistan, in a peri-urban population. 
The current population in Sindh shares common disadvantages 
and cultural similarities. Additionally, the language translation 
from Urdu to Sindhi was reviewed to ensure constructs retained 
meaning and an independent back translation was completed for 
quality assurance (24).
In this study, the SRQ-20 was administered by interview in 
a private space to mothers at five time points at baseline and 
when children were 6, 12, 18, and 24 months old. Inter-observer 
agreement for the SRQ-20 administration was high (N = 51, 
R = 0.99, 0.001) (24). Chronicity was defined with respect to 
high maternal depressive symptoms when a mother had two 
consecutive scores on the SRQ-20 of ≥ 9 (see Table 1).
Child Growth 
Deficits in development are often seen in early childhood growth 
(28). Therefore, data on children’s growth status were collected 
following standard protocols (29). Height was measured with a 
ShorrBoard© to the nearest 0.1 cm, and weight was measured 
with a Seca877 Digital Flat Scale with Mother/Child Function© 
to the nearest 0.1 kg. The technical error of measurement for 
height was 1.86%, (R = 0.99); and for weight was 0.71% (R = 
0.99). Weight-for-age (WAZ) and height-for-age (HAZ) at 
24 months old were reported in accordance with the World 
Health Organization growth standards. A score of ≤−2 denotes 
moderate-to-severe undernutrition.
Observation of Mother and Child Interaction (OMCI)
Quality of caregiver-child interactions is associated with 
benefits to children’s development. Assessment of mother-child 
interaction was collected using the Observation of Mother and 
Child Interaction (OMCI) when children were 12 months old 
(30). The primary caregiver (typically the mother) was instructed 
to play with her child using a picture book while a trained 
observer rated a live 5-min interaction and scored frequency 
of behaviours. The tool comprises 19 items covering maternal 
affect, maternal touch, maternal verbalization, sensitivity, 
contingent responses, scaffolding, language stimulation, focus, 
child affect, child focus, child’s communication efforts, and 
TABlE 1 | Categories to describe chronicity of maternal depressive symptoms.
Category Definition
No high depressive symptoms 
reported at any time point
Women with a SRQ-20 score <9 at each 
time point.
High depressive symptoms 
reported at a single time point
Women with a SRQ-20 score ≥9 for a 
single time point only.
High episodic depressive 
symptoms
Women with a SRQ-20 score ≥9 for 2 or 
more time points, but not continuously.
Chronicity of depressive symptoms Women with a SRQ-20 score ≥9 for 2 or 
more consecutive time points.
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mutual enjoyment. A high score denotes greater frequency 
of behaviours associated with good quality interaction. Inter-
observer agreement was moderate-to-high (N = 81, R = 0.82, 
p < 0.001) (24).
Home Observation for Measurement of the 
Environment (HOME) Inventory
The Home Observation for Measurement of the Environment 
(HOME Inventory) is the most widely recognized and commonly 
used instrument to evaluate the quality of the caregiving and 
learning environment for young children (31). High scores 
on the HOME Inventory (the Infant and Toddler version) are 
associated with benefits to children’s development (32). The 
HOME Inventory employs observation and interview methods 
to assess the following caregiving domains: responsivity, 
acceptance, organization, learning materials, involvement, and 
variety. A higher score denotes greater quality of the environment 
that supports early development and learning. In this analysis, 
we used HOME Inventory data collected when children were 
18 months old. Inter-observer agreement was high (N = 96, R = 
0.99, p < 0.001) (21).
Household Data
Data on household SES were collected from each enrolled 
household at baseline. A composite wealth index measure 
of a  household’s cumulative living standard was constructed 
using household asset data including ownership of a number of 
consumer items ranging from a television to a bicycle or car, as 
well as the source of drinking water, sanitation facilities, type of 
material used for flooring, and household income (23). Several 
studies have reported a significant association between low SES 
and poor outcomes in the child development (33).
Food security data were also collected from each household 
using a standardized questionnaire that asks about access and 
sufficiency of food among household members in the past 4-weeks. 
Food security describes a situation when the family has physical 
and economic access to sufficient, safe, and nutritious food to meet 
their dietary needs for an active and healthy life as opposed to 
food insecurity when there is a situation of limited or uncertain 
availability of nutritionally adequate and safe foods (34).
Data on the number of siblings and birth order were used for 
this analysis. Siblings can promote an environment of support for 
child development, but depending on the order of birth may also 
influence the amount of attention that caregivers might provide 
to a child (35). Parental education data were collected on both 
mothers and fathers. The greater the number of years of formal 
education parents receive is positively associated with child 
development outcomes (22).
Statistical Analysis
Figure 1 shows the theoretical pathways of interest for the 
analysis. Stata 14.1 (StataCorp, College Station, Texas, USA) 
was used to perform the analysis. The dependent variables 
were the Bayley-III composite scores for children’s cognition, 
language, motor and socio-emotional development. Chronicity 
of maternal depressive symptoms (i.e., no high depressive 
symptoms, single episode of high depressive symptoms, episodic 
high depressive symptoms, and chronicity of high depressive 
symptoms) was the exposure variable. For categorical outcomes, 
we used t-tests, one-way ANOVA, and χ2 tests to visualize the 
relationship between exposures and continuous outcomes. The 
Shapiro-Wilk test, scatter-plots, and comparisons between 
mean and median values were used to assess the normality of 
continuous variables.
Four models for each child development outcome were 
analyzed using a step-wise approach. In the first model, 
exposure was tested adjusting for child characteristics (i.e., 
gender, height for age, weight for age, and birth order). 
In the second model, exposure was tested adjusting for 
parental education. In the third model, exposure was 
tested adjusting for variables that represented the child’s 
caregiving environment (i.e., number of siblings, caregiving 
environment, and mother-child interactions). In the fourth 
model, exposure was tested adjusting for household SES and 
food security. Sixteen multiple linear regression models were 
FIgURE 1 | Hypothesized pathways between maternal depression and child development. Adapted from Grantham-McGregor et al. (28).
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used to estimate the effect of chronicity of maternal depressive 
symptoms on child development domains at 24 months of age. 
Models were controlled for clustering effects and intervention 
exposure. The missing data were included in the multiple 
models by creating missing-value categories. The fit of the 
model was ascertained by an examination of residuals, which 
did not show any potential harmful effects. Collinearity was 
examined by the correlation matrix.
RESUlTS
A total of 1205 mother-infant dyads were analyzed. The 
characteristics of the participants are presented in Table 2. We 
observed that 35.5% of mothers had chronicity of high depressive 
symptoms, 11.7% had experienced episodic high depressive 
symptoms, and 22.3% had experienced a single episode of high 
depressive symptoms. A total of 69.5% of Pakistani mothers 
experienced high depressive symptoms during the first 24 
months of her child’s life.
In the multivariate analysis for cognitive development, 
adjusting for child characteristics, the results for the first 
model found that episodic and chronicity of high depressive 
symptoms were associated with poorer child cognitive 
development with a decrease in the β coefficient (episodic β 
coefficient −4.37, 95% CI: −7.15; −1.59; chronic β coefficient 
−2.73, 95% CI: −4.74; −0.73). This association remained in 
model 2 after adjusting for parental education only for the 
episodic high depressive symptoms, but not in models 3 and 
4 (episodic β coefficient −2.02, 95% CI: −4.58; 0.52; chronicity 
β coefficient −1.02, 95% CI: −2.89; 0.85) after adjusting for the 
caregiving environment and household variables. In the final 
model we observed that only child HAZ, HOME, OMCI, and 
SES were significantly associated with child cognitive outcome 
(see Table 3).
For children’s language outcome, the multivariable analysis in 
model 1, adjusting for child characteristics, showed that episodic 
and chronicity of high depressive symptoms were associated with 
a 2.5 and a 3.1 units decrease in the scale of language development 
(β coefficient −2.52, 95% CI: −5.10; −0.05, β coefficient −3.12, 
95% CI: −4.98; −1.26). In model 2, after adjusting for parental 
education, this association was no longer significant (β coefficient 
−2.00, 95% CI: −4.56, −0.54; β coefficient −2.26, 95% CI: −4.12; 
0.39). In the final model, only child HAZ, HOME, OMCI, 
and SES were significantly associated with children’s language 
development (see Table 4).
Child motor development was associated with episodic and 
chronicity of high depressive symptoms in model 1 adjusting 
for child characteristics with decreases in the scale of 4.3 and 
3.4 units respectively. This association remained significant 
only for episodic high maternal depressive symptoms in 
model 2, after adjusting for parental education. No significant 
associations were found in models 3 and 4 after adjusting 
for the caregiving environment and household variables 
respectively. In the final model, only child HAZ, HOME, 
OMCI, and SES were significantly associated with motor 
development (see Table 5).
There was a significant negative association between chronicity 
of high maternal depressive symptoms and child socio-emotional 
development in all four models tested (β coefficient −2.57, 95% 
CI: −5.21; −0.04) (see Table 6). The HOME Inventory and OMCI 
remained significant independent variables associated with 
socio-emotional development.
DISCUSSIOn
This study of a rural disadvantaged population in Pakistan 
employed repeated measures of maternal depressive 
symptoms. The results show 69.5% (N = 838) of children 
were cared for by mothers who experienced high maternal 
depressive symptoms during the first 24 months postpartum 
and 35.5% (N = 428) of these mothers, experienced chronicity 
of high depressive symptoms.
TABlE 2 | Characteristics of the study population.
Variables n Value
Mean (SD)
Bayley-III score of cognitive at 24 months1 1.205 78.48 (14.65)
Bayley-III score of language at 24 months1 1.205 82.95 (13.55)
Bayley-III score of social-emotional at 24 
months1
1.205 94.00 (0.25)
Bayley-III score of motor at 24 months1 1.205 89.07 (16.99)
Height-for-age1 (24m) 1.197 −0.84 (1.16)
Weight-for-age1 (24m) 1.198 −0.81 (0.95)
Birth order1 (Baseline) 1.205 3.49 (2.30)
Number of siblings1 (Baseline) 1.205 4.18 (2.26)
HOME quality1 (18m) 1.205 30.92 (5.41)
OMCI1 (12m) 1.203 30.0 (8.61)
Wealth (Baseline) 1.199 0.01 (0.99)
%
Chronicity of Maternal Depression 
Symptoms 2
No high depressive symptoms at any time 
point
367 30.5
Single high depressive symptoms 269 22.3






No education 170 14.1
Primary and above 1.035 85.9
Father education2(Baseline)
No education 688 57.1
Primary and above 517 42.9
Food insecurity2 (Baseline) 1.205
Secure 771 63.98
Insecure 434 36.02
Continuous variable variable1; categorical variable2; HOME = Home Observation 
for Measurement of the Environment; OMCI = Observation of Mother and Child 
Interaction; Chronicity of Maternal Depression Symptoms = No high depressive 
symptoms at any time point refers to women with a SRQ-20 score <9 at each time 
point; high depressive symptoms reported at a single time point refers to women 
with a SRQ-20 score ≥9 for a single time point only; high episodic depressive 
symptoms refers to women with a SRQ-20 score ≥9 at 2 or more time points, but not 
continuously; and chronicity refers to women with a SRQ-20 score ≥9 at 2 or more 
consecutive time points.
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TABlE 3 | Multivariate analysis of maternal depressive symptoms and child cognitive development.
Variables Model 1 Model 2 Model 3 Model 4
βa CIb βa CIb βa CIb βa CIb
Chronicity of Maternal 
Depression Symptoms
No high depressive 
symptoms at any time point
1 1 1 1
Single high depressive 
symptoms
−1.44 −3.69; 0.79 −1.13 −3.35; 1.09 −.59 −2.92; 1.19 −0.59 −2.61; 1.43
Episodic high depressive 
symptoms
−4.37 −7.15; −1.59* −3.79 −6.55; −1.03* −1.87 −4.44; 0.68 −2.02 −4.58; 0.52
Chronicity −2.73 −4.74; −0.73* −1.78 −3.80; 0.22 −1.08 −2.95; 0.77 −1.02 −2.89; 0.85
Male 0.52 −1.09; 2.14 0.67 −0.93; 2.27 0.75 −0.72; 2.24 0.72 −0.73; 2.18
Height-for-age (24 m) 2.65 1.58; 3.72* 2.29 1.23; 3.36* 1.60 0.66; 2.64* 1.60 0.61; 2.59
Weight-for-age (24 m) −0.27 −1.57; 1.01 −0.22 −1.51; 1.05 −0.20 −1.39; 0.98 −0.19 −0.73; 2.18
Birth order −0.61 −0.97; −0.26* −0.45 −0.80; −0.09* −0.08 −1.12; 1.11 −0.09 −1.20; 1.00
Maternal education −2.30 −3.48; −1.11* −0.84 −1.96; 0.27 −0.76 −3.05; 1.51
Father education −1.30 −2.26; −0.33* −0.50 −1.40; 0.39 −0.02 −1.65; 1.61
Number of siblings −0.27 −1.41; 0.87 −0.21 −1.34; 0.90
HOME quality (18 m) 0.74 0.59; 0.90* 0.62 0.47; 0.78*
OMCI (12 m) 0.33 0.24; 0.42* 0.26 0.17; 0.36*
Food insecurity 0.57 −1.11; 2.26
Wealth 1.96 1.07; 2.86*
N 1.205 1.205 1.205 1.205
R2-adjusted .05 .08 .20 .22
aβ-coefficient linear regression; bConfidence Interval; *P-value <0.05; HOME = Home Observation for Measurement of the Environment; OMCI = Observation of Mother and 
Child Interaction; Chronicity of Maternal Depression Symptoms = No high depressive symptoms at any time point refers to women with a SRQ-20 score <9 at each time 
point; high depressive symptoms reported at a single time point refers to women with a SRQ-20 score ≥9 for a single time point only; high episodic depressive symptoms 
refers to women with a SRQ-20 score ≥9 at 2 or more time points, but not continuously; and chronicity refers to women with a SRQ-20 score ≥9 at 2 or more consecutive 
time points.
TABlE 4 | Multivariate analysis of maternal depressive symptoms and child language development.
Variables Model 1 Model 2 Model 3 Model 4
βa CIb βa CIb βa CIb βa CIb
Chronicity of Maternal Depression 
Symptoms
No high depressive symptoms at any 
time point
1 1 1 1
Single high depressive symptoms −1.66 −3.74; 0.41 −1.37 −3.43; 0.68 −1.15 −3.05; 0.75 −0.69 −2.55; 1.16
Episodic high depressive symptoms −2.52 −5.10; −0.05* −2.00 −4.56; 0.54 −0.27 −2.65; 2.09 0.11 −2.23; 2.46
Chronicity −3.12 −4.98; −1.26* −2.26 −4.12; 0.39 −1.64 −3.37; 0.08 −1.17 −2.90; 0.54
Male −0.51 −2.02; 0.98 −0.38 −1.87; 1.09 −0.33 −1.71; 1.04 −0.21 −1.55; 1.12
Height-for-age (24 m) 2.26 1.27; 3.25* 1.93 0.94; 2.92* 1.35 0.43; 2.27* 1.30 0.40; 2.21*
Weight-for-age (24 m) 0.12 −1.07; 1.32 0.17 −1.01; 1.35 0.16 −0.93; 1.26 0.11 −1.96; 1.19
Birth order −0.51 −0.84; −0.18* −0.36 −0.69; −0.03* −0.34 −1.38; 0.68 −0.48 −1.49; 0.52
Maternal education −2.14 −3.24; −1.05* −0.84 −1.88; 0.18 0.16 −1.93; 2.27
Father education −1.12 −2.00; −0.23* −0.38 −1.22; 0.44 0.27 −1.22; 1.78
Number of siblings 0.15 −0.90; 1.21 0.26 −0.76; 1.30
HOME quality (18 m) 0.65 0.51; 0.80* 0.53 0.39; 0.67*
OMCI (12 m) 0.33 0.24; 0.41* 0.24 0.15; 0.32*
Food insecurity 0.06 −1.56; 1.54
Wealth 2.17 1.34; 2.99*
N 1.205 1.205 1.205 1.205
R2-adjusted .05 .07 .21 .24
aβ-coefficient linear regression; bConfidence Interval; *P-value <0.05; HOME = Home Observation for Measurement of the Environment; OMCI = Observation of Mother and 
Child Interaction; Chronicity of Maternal Depression Symptoms = No high depressive symptoms at any time point refers to women with a SRQ-20 score <9 at each time 
point; high depressive symptoms reported at a single time point refers to women with a SRQ-20 score ≥9 for a single time point only; high episodic depressive symptoms 
refers to women with a SRQ-20 score ≥9 at 2 or more time points, but not continuously; and chronicity refers to women with a SRQ-20 score ≥9 at 2 or more consecutive 
time points.
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The findings demonstrated that chronic high depressive 
symptoms in mothers were not associated with early child 
cognitive, language, and motor development at 24 months of 
age after adjusting for other risk factors in the child’s immediate 
caregiving environment (including caregiver-child interactions, 
and home environment, household SES, and child height-
for-age). However, chronically elevated maternal depressive 
symptoms were significantly negatively associated with 
TABlE 5 | Multivariate analysis of maternal depressive symptoms and child motor development.
Variables Model 1 Model 2 Model 3 Model 4
βa CIb βa CIb βa CIb βa CIb
Chronicity of Maternal Depression 
Symptoms
No high depressive symptoms at any 
time point
1 1 1 1
Single high depressive symptoms −1.59 −4.19; 0.99 −1.34 −3.92; 1.23 −0.13 −3.55; 1.28 −0.61 −3.00; 1.77
Episodic high depressive symptoms −4.29 −7.50; −1.07* −3.71 −6.91; −0.50 −1.79 −4.81; 1.22 −1.58 −4.59; 1.42
Chronicity −3.45 −5.77; −1.13* −2.55 −4.49; 0.22 −1.90 −4.10; 0.28 −1.42 −3.63; 0.78
Male 1.15 −0.71; 3.03 1.31 −0.54; 3.17 1.36 −0.38; 3.11 1.40 −0.32; 3.12
Height-for-age (24 m) 3.32 2.08; 4.55* 2.99 1.76; 4.26* 2.37 1.20; 3.54* 2.18 1.01; 3.34*
Weight-for-age (24 m) −0.40 −1.89; 1.09 −0.37 −1.86; 1.11 −0.38 −1.78; 1.00 −0.36 −1.74; 1.01
Birth order −0.70 −0.94; −0.04* −0.55 −0.96; −0.14* −1.08 −2.40; 0.23 −1.20 −2.49; 0.09
Maternal education (b) −1.72 −3.10; −0.34* −0.29 −1.60; 1.02 0.52 −2.16; 3.22
Father education (b) −1.63 −2.74; −0.51* −0.77 −1.83; 0.28 −0.09 −1.82; 2.02
Number of siblings (b) 0.75 −0.58; 2.10 0.85 −0.47; 2.17
HOME quality (18 m) 0.74 0.56; 0.92* 0.59 0.41; 0.77*
OMCI (12 m) 0.37 0.26; 0.48* 0.30 0.18; 0.41*
Food insecurity (b) −0.13 −2.12; 1.85
Wealth 2.60 1.55; 3.66*
N 1.205 1.205 1.205 1.205
R2-adjusted .06 .07 .18 .21
aβ-coefficient linear regression; bConfidence Interval; *P-value <0.05; HOME = Home Observation for Measurement of the Environment; OMCI = Observation of Mother and 
Child Interaction; Chronicity of Maternal Depression Symptoms = No high depressive symptoms at any time point refers to women with a SRQ-20 score <9 at each time point; 
high depressive symptoms reported at a single time point refers to women with a SRQ-20 score ≥9 for a single time point only; high episodic depressive symptoms refers to 
women with a SRQ-20 score ≥9 at 2 or more time points, but not continuously; and chronicity refers to women with a SRQ-20 score ≥9 at 2 or more consecutive time points.
TABlE 6 | Multivariate analysis of maternal depressive symptoms and child socio-emotional development.
Variables Model 1 Model 2 Model 3 Model 4
βa CIb βa CIb βa CIb βa CIb
Chronicity of Maternal Depression 
Symptoms
No high depressive symptoms at 
any time point
1 1 1 1
Single high depressive symptoms −1.33 −4.17; 1.51 −1.11 −3.95; 1.72 −0.94 −3.72; 1.83 −0.93 −3.72; 1.84
Episodic high depressive 
symptoms
−3.83 −7.36; −0.31* −3.41 −6.94; 0.10 −2.08 −5.56; 1.38 −1.85 −5.36; 1.65
Chronicity −3.82 −6.36; −1.28* −3.14 −5.71; −0.57* −2.63 −5.15; −0.10 −2.57 −5.14; −0.04*
Male −0.03 −2.05; 2.04 0.10 −1.94; 2.15 0.22 −1.78; 2.23 0.32 −1.68; 2.33
Height-for-age (24 m) 1.69 0.34; 3.05* 1.44 0.08; 2.80* 1.01 −0.33; 2.35 1.05 −0.30; 2.40
Weight-for-age (24 m) 0.68 −0.95; 2.32 0.71 −0.92; 2.35 0.75 −0.85; 2.36 0.56 −1.04; 2.18
Birth order −0.49 −0.94; −0.04* −0.37 −0.83; 0.07 −0.47 −1.99; 1.03 −0.52 −2.03; 0.99
Maternal education −1.55 −3.06; −0.03* −0.52 −2.03; 0.98 −0.18 −2.95; 3.33
Father education −1.02 −2.24; −0.20* −0.46 −1.68; 0.74 −0.81 −3.05; 1.42
Number of siblings 0.25 −1.29; 1.80 0.28 −1.25; 1.83
HOME quality (18 m) 0.56 0.35; 0.76* 0.60 0.39; 0.82*
OMCI (12 m) 0.20 0.07; 0.32* 0.21 0.08; 0.34*
Food insecurity 0.72 −1.59; 3.04
Wealth 0.21 −1.01; 1.45
N 1.205 1.205 1.205 1.205
R2-adjusted .03 .04 .08 .08
aβ-coefficient linear regression; bConfidence Interval; *P-value <0.05; HOME = Home Observation for Measurement of the Environment; OMCI = Observation of Mother and 
Child Interaction; Chronicity of Maternal Depression Symptoms = No high depressive symptoms at any time point refers to women with a SRQ-20 score <9 at each time point; 
high depressive symptoms reported at a single time point refers to women with a SRQ-20 score ≥9 for a single time point only; high episodic depressive symptoms refers to 
women with a SRQ-20 score ≥9 at 2 or more time points, but not continuously; and chronicity refers to women with a SRQ-20 score ≥9 at 2 or more consecutive time points.
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child socio-emotional development and this association was 
maintained after adjusting for the other risks.
Previous studies have reported postpartum depression was 
associated with deficits in children’s socio-emotional development 
(36). The early years are a sensitive period for children’s 
development, influenced by the mother’s ability to respond to her 
child’s emotional cues (37). If a mother has reduced emotional 
availability as a result of depression, she may not have the 
disposition to interact and respond appropriately to her child’s 
developmental needs. Maternal emotional disposition, sociability, 
and assertiveness have been found to predict a higher level of 
children’s social-emotional development (38), while postnatal 
depression is associated with low levels of children’s social and 
emotional development (39) increasing risks for hyperactivity 
(40), internalizing problems (41), and offspring depression (42).
Only a few studies have previously measured the chronicity 
of maternal depressive symptoms and associations with child 
outcomes. Children of mothers with persistent and severe 
depression are at an increased risk for behavioral problems 
by 3.5 years of age, and lower mathematics grades and risk of 
depression during adolescence compared with children whose 
mothers had normal levels of depressive symptoms below the 
threshold (43). Dahlen found recurrent episodes of maternal 
depression in multiple periods of the child life had impacts 
on poorer mother-infant interactions, reductions in children’s 
reading scores, less-developed interpersonal skills, and more 
externalizing behavioral problems in third grade than children 
whose mothers were not depressed (44). Chronic or persistent 
postpartum depression can severely compromise the ability of 
mothers to provide care and foster secure attachment, even 
more if the symptoms of depression persists in sensitive periods 
of children’s development in which the impact on the child’s 
emotional development is potentially more threatened (45).
To the best of our knowledge, the present study is the first from 
a LMIC to corroborate the evidence from high-income countries 
on chronicity of high maternal depressive symptoms and early 
socio-emotional development. However, significant associations 
between chronic high depressive symptoms and child cognitive, 
language, or motor development were not found, and for which 
other risk factors (e.g., early learning opportunities) in the 
environment likely contribute more significantly. This emphasizes 
the need for comprehensive intervention approaches that target 
the needs of the child and the caregiver in contexts of complex 
disadvantage with exposure to multiple risks. Our findings 
may be generalizable to similarly disadvantaged populations 
and contexts with high risk of maternal depressive symptoms. 
However, caution is warranted given challenges that may limit 
comparisons. A key issue in the literature is the wide variation 
in classification of chronicity of maternal depression and its 
measurement. This variation can make comparisons between 
studies challenging. However, in general, it can be concluded 
that severity and persistence of maternal depressive symptoms 
are associated with poorer early child development outcomes.
The study findings have implications for both programs 
and research. A program intending to promote and protect 
early childhood development should consider effective 
interventions that meet the needs of the child (e.g., support 
for early development and learning) and care for the primary 
caregivers for young children, especially the mental health of 
mothers who are typically the primary caregivers. Training of 
health professionals on mental health, particularly community 
health workers, could help to prevent complications and 
address mental health topics with women. Interventions 
to promote mental health implemented by lay workers or 
community health workers in LMICs have been found to be 
effective as noted in the recent Lancet Commission on Global 
Mental Health and Sustainable Development (46). Such an 
approach would require the establishment of a screening 
system for early identification of caregivers with risks for 
depression. The treatment of maternal depression is a public 
health urgency and cannot be neglected in services designed 
to support young children. With respect to further research, 
further longitudinal research is needed to elucidate impacts on 
children’s development in the life course and identify windows 
of opportunities for early intervention to mitigate negative 
effects. It is also necessary to have evidence that can distinguish 
effects on children’s development of chronicity of depression 
starting in the antenatal and postnatal periods.
The strengths of this study include the large sample, availability 
of confounding and moderating variables, and the repeated 
measures of maternal depressive symptoms. This study also has 
some limitations. While the self-reporting questionnaire SRQ-20 
to measure depressive symptoms, a clinical diagnosis of depression 
was not available. However, a high risk and prevalence of depressive 
symptoms is reported in studies of maternal depressive symptoms 
in LMICs which warrants investigation. Further research on a 
population with clinically diagnosed depression will also be needed 
to guide targeted intervention work. In addition, information 
about the antenatal period where depressive symptoms may also 
affect child outcomes were not collected.
COnClUSIOnS
This study contributes to the growing knowledge about 
symptoms of chronic maternal depressive symptoms and the 
impact on children’s socio-emotional development. These results 
support the need to establish a plan to provide emotional and 
psychological support for mothers in the sensitive early period of 
development in the life of the child.
DATA AVAIlABIlITY STATEMEnT
The datasets generated for this study are available on request to 
the corresponding author.
EThICS STATEMEnT
The studies involving human participants were reviewed and 
approved by Aga Khan University Ethical Research Committee. 
Written informed consent for children to participate in this study 
was provided by the participants’ legal guardian/next of kin.
November 2019 | Volume 10 | Article 859Frontiers in Psychiatry | www.frontiersin.org
Chronic Maternal Depression and ECDDe Oliveira et al.
9
AUThOR COnTRIBUTIOnS
AY was the PI of the PEDS trial and conceptualized the present 
analysis and contributed to the drafting of the manuscript. CO 
analyzed the data and drafted the manuscript. MR reviewed a 
draft of the manuscript.
ACKnOWlEDgMEnTS
We are thankful to all participants involved in this study. We 
are grateful to all the mothers and families in district Naushero 
Feroze, Sindh, who consented to be interviewed and without 
whom this study would not have been possible.
REFEREnCES
 1. Fisher J, Mello MC, Patel V, Rahman A, Tran T, Holtona S, et al. Prevalence 
and determinants of common perinatal mental disorders in women in low- 
and lower-middle-income countries: a systematic review. Bull World Health 
Organ (2012) 90(2):139–149G. doi: 10.2471/BLT.11.091850
 2. Ali NS, Azam IS, Ali BS, Tabbusum G, Moin SS. Frequency and associated 
factors for anxiety and depression in pregnant women: a hospital-based cross-
sectional study. ScientificWorldJournal (2012) 2012:653098. doi: 10.1100/ 
2012/653098
 3. Mahenge B, Likindikoki S, Stockl H, Mbwambo J. Intimate partner 
violence during pregnancy and associated mental health symptoms 
among pregnant women in Tanzania: a cross-sectional study. BJOG 
(2013) 120(8):940–6. doi: 10.1111/1471-0528.12185
 4. Ali NS, Ali BS, Azam IS. Post partum anxiety and depression in peri-urban 
communities of Karachi, Pakistan: a quasi-experimental study. BMC Public 
Health (2009) 9:384. doi: 10.1186/1471-2458-9-384
 5. Husain N, Bevc I, Husain M, Chaudhry IB, Atif N, Rahman A. Prevalence 
and social correlates of postnatal depression in a low income country. Arch 
Womens Ment Health (2006) 9(4):197–202. doi: 10.1007/s00737-006-0129-9
 6. Rahman A, Iqbal Z, Harrington R. Life events, social support and depression 
in childbirth: perspectives from a rural community in the developing world. 
Psychol Med (2003) 33(7):1161–7. doi: 10.1017/S0033291703008286
 7. Rahman A, Creed F. Outcome of prenatal depression and risk factors 
associated with persistence in the first postnatal year: prospective study 
from rawalpindi, pakistan. J Affect Disord (2007) 100:115–21. doi: 10.1016/j.
jad.2006.10.004
 8. Obradović J, Portilla XA, Tirado-Strayer N, Siyal S, Rasheed MA, Yousafzai 
AK. Maternal scaffolding in a disadvantaged global context: the influence of 
working memory and cognitive capacities. J Fam Psychol (2017) 31(2):139–
49. doi: 10.1037/fam0000279
 9. Brown N, Finch JE, Obradović J, Yousafzai AK. Maternal care mediates the 
effects of nutrition and responsive stimulation interventions on young children’s 
growth. Child Care Health Dev (2017) 43(4):577–87. doi: 10.1111/cch.12466
 10. Surkan PJ, Kennedy CE, Hurleyb KM, Black MM. Maternal depression 
and early childhood growth in developing countries: systematic review and 
meta-analysis. Bull World Health Organ (2011) 287:607–615D. doi: 10.2471/
BLT.11.088187
 11. Patel V, Rahman A, Jacob KS, Hughes M. Effect of maternal mental health on 
infant growth in low income countries:new evidence from South Asia. BMJ 
(2004) 328(7443):820–3. doi: 10.1136/bmj.328.7443.820
 12. Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R. Impact of maternal 
depression on infant nutritional status and illness: a cohort study. Arch Gen 
Psychiatry (2004) Sep61(9):946–52. doi: 10.1001/archpsyc.61.9.946
 13. Rahman A, Hafeez A, Bilal R, Sikander S, Malik A, Minhas F., et al. The 
impact of perinatal depression on exclusive breastfeeding: A cohort study. 
Maternal Child Nutr (2016) 12(3):452–62. doi: 10.1111/mcn.12170
 14. Liu Y, Kaaya S, Chai J, McCoy DC, Surkan PJ, Black MM, et al. Maternal 
depressive symptoms and early childhood cognitive development: a meta-
analysis. Psychol Med (2017) 47:680–9. doi: 10.1017/S003329171600283X
 15. Conroy S, Pariante CM, Marks MN, Davies HA, Farrelly S, Schacht R, et al. 
Maternal psychopathology and infant development at 18 months: the impact 
of maternal personality disorder and depression. J Am Acad Child Adolesc 
Psychiatry (2012) 51(1):51–61. doi: 10.1016/j.jaac.2011.10.007
 16. Letourneau NL Tramonte L, Willms JD. Maternal Depression, Family 
Functioning and Children’s Longitudinal Development. J Pediatr Nurs 
(2013) 28:223–34. doi: 10.1016/j.pedn.2012.070014
 17. Tran TD, Tran T, Simpson JA, Tran HT, Nguyen TT, Hanieh S, et al. 
Infant motor development in rural Vietnam and intrauterine exposures 
to anaemia, iron deficiency and common mental disorders: a prospective 
community-based study. BMC Pregnancy Childbirth (2014) 14:8. doi: 
10.1186/1471-2393-14-8
 18. Prenoveau JM, Craske MG, West V, Giannakakis A, Zioga M, Lehtonen A, 
et al. Maternal postnatal depression and anxiety and their association with 
child emotional negativity and behavior problems at two years. Dev Psychol 
(2017) 53(1):50–62. doi: 10.1037/dev0000221
 19. Cents RAM, Diamantopoulou S, Hudziak JJ, Jaddoe VWV, Hofman A, 
Verhulstet FC, et al. Trajectories of maternal depressive symptoms predict 
child problem behaviour: The Generation R Study. Psychol Med (2013) 
43:13–25. doi: 10.1017/S0033291712000657
 20. Brennan P, Hammen C, Andersen M, Bor W, Najman J, Williams G, 
et  al. Chronicity, severity, and timing of maternal depressive symptoms: 
relationships with child outcomes at age 5. Dev Psychol (2000) 36(6):759–66. 
doi: 10.1037//0012-1649.36.6.759
 21. Cornish AM, McMahon CA, Ungerer JA, Barnett B, Kowalenko N, 
Tennant  C. Postnatal depression and infant cognitive and motor 
development in the second postnatal year: the impact of depression 
chronicity and infant gender. Infant Behav Dev (2005) 28:407–17. doi: 
10.1016/j.infbeh.2005.03.004
 22. Walker SP, Wachs TD, Grantham-McGregor S, Black MM, Nelson CA, 
Huffman SL, et al. Child Development 1: inequality in early childhood: 
risk and protective factors for early child development. Lancet (2011) 
378(9799):1325–38. doi: 10.1016/S01406736(11)60555-2
 23. Yousafzai AK, Rasheed MA, Rizvi A, Armstrong R, Bhutta ZA. Effect of 
integrated responsive stimulation and nutrition interventions in the lady 
health worker programme in pakistan on child development, growth, and 
health outcomes: a cluster-randomised factorial effectiveness trial. Lancet 
(2014) 384(9950):1282–93. doi: 10.1016/S0140-6736(14)60455-4
 24. Yousafzai AK, Rasheed MA, Rizvi A, Armstrong R, Bhutta ZA. Parenting 
Skills and Emotional Availability: An RCT. Pediatrics (2015) 135(5):e1–11. 
doi: 10.1016/S0140-6736(14)60455-4
 25. Beusenberg M, Orley JH World Health Organization. Division of mental 
health. A User's guide to the self reporting questionnaire (SRQ). Geneva:World 
Health Organization (1994). http://www.who.int/iris/handle/10665/61113.
 26. Rahman A, Iqbal Z, Waheed W, Husain N. Translation and cultural 
adaptation of health questionnaires. J Pakistan Med Assoc (2003) 53:142–7.
 27. Rahman A, Iqbal Z, Lovel H, Shah MA. Screening for postnatal depression in 
the developing world: a comparison of the WHO self-reporting questionnaire 
(SRQ-20) and the edinburgh postnatal Depression Screen (EPDS). J Pak 
Psychiatr Soc (2005) 2:69–75.
 28. Grantham-Mcgregor S, Cheung Y, Cueto S, Glewwe P, Richter L, Strupp B, 
et al. Developmental potential in the first 5 years for children in developing 
countries. Lancet (London England) (2007) 369(9555):60–70. doi: 10.1016/
S0140-6736(07)60032-4
 29. Cogill B. Anthropometric Indicators Measurement Guide. In: Food and 
Nutrition Technical Assistance Project, Academy for Educational Development. 
Washington DC: Food and Nutrition Technical Agency (FANTA) (2001). 
Available from: ftp://ftp.ufv.br/dns/sylvia/anthro.pdf.
 30. Rasheed MA, Yousafzai AK. The development and reliability of an 
observational tool for assessing mother-child interactions in field studies- 
experience from pakistan. Child Care Health Dev (2015) 41(6):1161–71. doi: 
10.1111/cch.12287
 31. Caldwell B, Bradley R. Home Observation for Measurement of the 
Environment. Little Rock, AR:University of Arkansas; (1984).
Frontiers in Psychiatry | www.frontiersin.org November 2019 | Volume 10 | Article 859
Chronic Maternal Depression and ECDDe Oliveira et al.
10
 32. Singla DR, Kumbakumba E, Aboud FE. Effects of a parenting intervention 
to address maternal psychological wellbeing and child development and 
growth in rural Uganda: a community-based, cluster-randomised trial. 
Lancet Glob Health (2015) 3:458–69. doi: 10.1016/S2214-109X(15)00099-6
 33. Halpern R, Giugliani ERJ, Victora CG, Barros FC, Horta BL. Risk factors for 
suspicion of developmental delays at 12 months of age. J Pediatria (2000) 
76(6):421–28. doi: 10.2223/iped.88
 34. Coates J, Swindale A, Bilinsky P. Household Food Insecurity Access Scale 
(HFIAS) FOR Measurement of Food Access: Indicator Guide Version 3. 
Washington DC:Food and Nutrition Technical Assistance (2003).
 35. Volling B. Family transitions following the birth of a sibling: an empirical 
review of changes in the firstborn’s adjustment. Psychol Bull (2012) 
138(3):497–528. doi: 10.1037/a0026921
 36. Murray L, Cooper PJ. The impact of postpartum depression on child 
development. Int Rev Psychiatry (1996) 8(1):55–9. doi: 10.1017/S0033291 
700035698
 37. Pearson RM, Lightman SL, Evans J. Attentional processing of infant emotion 
during late pregnancy and mother–infant relations after birth. Arch Womens 
Ment Health (2011) 14:23–31. doi: 10.1007/s00737-010-0180-4
 38. Koutra K, Chatzi L Bagkeris M, Vassilaki M, Bitsios P, Kogevinas M. 
Antenatal and postnatal maternal mental health as determinants of infant 
neurodevelopment at 18 months of age in a mother–child cohort (Rhea 
Study) in Crete, Greece. Soc Psychiatry Psychiatr Epidemiol (2013) 48:1335–
45. doi: 10.1007/s00127-012-0636-0
 39. Hanington L, Ramchandani P, Stein A. Parental depression and child 
temperament: Assessing child to parent effects in a longitudinal population 
study. Infant Behav Dev (2010) 33(1):88–95. doi: 10.1016/j.infbeh.2009.11.004
 40. Galéra C, Bouvard M, Lagarde E, Michel G, Touchette E, Fombonne E, et al. 
Childhood attention problems and socioeconomic status in adulthood: 
18-year follow-up. The British Journal of Psychiatry. J Ment Sci (2011) 
201(1):20–5. doi: 10.1192/bjp.bp.111.102491
 41. Verbeek T, Bockting CLH, Van Pampus MG, Ormel J, Meijer JL, Hartman 
CA, et al. Postpartum depression predicts offspring mental health problems 
in adolescence independently of parental lifetime psychopathology. J Affect 
Disord (2012) 136(3):948–54. doi: 10.1016/j.jad.2011.08.035
 42. Murray L, Arteche A, Fearon P, Halligan S, Goodyer I, Cooper P. Maternal 
postnatal depression and the development of depression in offspring up to 
16 years of age. J Am Acad Child Adolesc Psychiatry (2011) 50(5):460–70. doi: 
10.1016/j.jaac.2011.02.001
 43. Netsi E, Pearson RM, Murray L, Cooper P, Craske MG, Stein A. Association 
of persistent and severe postnatal depression with child outcomes. JAMA 
Psychiatry (2018) 75(3):247–53. doi: 10.1001/jamapsychiatry.2017.4363
 44. Dahlen HM. The impact of maternal depression on child academic and 
socioemotional outcomes. Economics Educ Rev (2016) 52:77–90. doi: 
10.1016/j.econedurev.2016.01.006
 45. Campbell SB, Brownell CA, Hungerford A, Speiker SJ, Mohan R, Blessing JS. The 
course of maternal depressive symptoms and maternal sensitivity as predictors 
of attachment security at 36 months. Dev Psychopathol (2004) 16(2):231–52.
 46. Patel V, Saxena S, Lund C, Thornicroft G, Baingana F, Bolton P, et al. The 
Lancet Commission on Global Mental Health and Sustainable Development. 
Lancet (2018) 392(10157):1553–598. doi: 10.1016/S0140-6736(18)31612-X
Conflict of Interest: The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could be construed as a 
potential conflict of interest.
Copyright © 2019 De Oliveira, Rasheed and Yousafzai. This is an open-access article 
distributed under the terms of the Creative Commons Attribution License (CC 
BY). The use, distribution or reproduction in other forums is permitted, provided 
the original author(s) and the copyright owner(s) are credited and that the original 
publication in this journal is cited, in accordance with accepted academic practice. No 
use, distribution or reproduction is permitted which does not comply with these terms.
November 2019 | Volume 10 | Article 859Frontiers in Psychiatry | www.frontiersin.org
